Introduction
The mode of delivery of infants from breech presentation has been a ground for discussion for at least 3 decades [14, 15, 22] . In 1959 WRIGHT [22] propagated primary section as a mode of delivery in order to decrease fetal mortality and morbidity. In 1975 KUBLI [14, 15] called for the Caesarean Section of breech presentation infants from the 36 th gestational week on. Other authors [3, 6, 12, 19] suggest that Caesarean Section should generally be advised in premature births less than 2.500 g [3] or prior to completion of the 35 th gestational week [19] because of the elevated perinatal morbidity and mortality rates and the elevated incidence of disease in later life associated with vaginal delivery. The majority of researchers [2, 4, 8, 9, 10, 11, 16, 18] advise against Caesarean Section at term in principle due to the increased maternal risks. The German Society for Perinatal Medicine stands in agreement with this recommendation [1] . In the present study 304 breech deliveries of infants weighing 2.500 g or more are analysed with specific regards to the mode of delivery and perinatal morbidity and mortality.
Material and methods
Between 1984 and 1987 370 breech presentation infants (table I) exclusive of multiple pregnancies were delivered; 304 weighed 2.500 g or more; 97 (31.9%) were delivered vaginally; 207 (68.1%) were delivered by Caesarean Section. patients having a term breech presentation were primiparous. The mean age of the sectioned and vaginally delivered patients was 28.4 or 27.6 years respectively, thus demonstrating no significant difference.
Criteria for establishing the mode of delivery
There are only a few stringent recommendations in the choice of mode of delivery i. e. section or vaginal delivery. Absolute indications for Caesarean Section are: -the suspicion of cephalo-pelvic disproportion -elderly primigravida with rigid connective tissue -placenta praevia -umbilical cord prolapse in association with inefficient cervical dilatation.
Primiparity or premature rupture of membranes are not considered in our clinic as absolute indi- cations for Caesarean Section. The decision whether to perform a Caesarean Section or a vaginal delivery is to be made after extensive counseling with each individual patient by an experienced obstetrician, taking the vaginal examination, the ultrasound examination, and varied risk factors into account.
If for example a primi-or multipara refuses vaginal delivery post-sterility therapy, a Caesarean Section is to be advised. The indication for a secondary section in the case of imminent intrauterine asphyxia, and protracted labour or primary uterine dysfunction should be generously applied.
Procedure in the case of vaginal delivery
Because in these cases Caesarean Section may be required an anaesthesiologist and a paediatrican must be present. Contraction in the 2 nd stage of labour can be augmented, when necessary, by continous oxytocin infusion. An effective lateral episiotomy is obligatory. The delivery of the infant is performed during one contraction using BRACHT'S technique of manual assistance. This was achieved in 71.1%. In cases where delivery of the arms failed using BRACHT'S technique, the classical technique or that of BICKENBACH was applied.
Results
Most of the footling presentations were delivered by section; excluding these no dependence of the mode of delivery on the position of the breech infants could be proven. Two of the vaginally delivered term infants died post-partum. In both cases kidney malformations had been sonographically diagnosed in the antepartum period. Post mortem revealed in one case a POTTER'S syndrome, the child having died on the day of delivery, and in the second case polycystic kidneys type I POTTER where the child died 30 days post-partum of cardio-respiratory failure and anuria. In the group of patients sectioned, no fetal deaths occurred. The perinatal morbidity of both groups was compared using the following parameters: Apgar scores, the rate of transfer to a paediatric unit, and the umbilical cord arterial PH. In 13.3% of cases post primary section and in 14.4% of cases post vaginal delivery from breech presentation we found an apgar of < 7 one minute post-partum. The transfer rate to a paediatric unit of vaginally delivered infants (7.2%) appeared to be double that of the infants delivered per Caesarean Section (3.6%). However, the indication for transferral is principally independent of the mode of delivery (table II) . (table III) . In a randomly selected collective of infants ^ 2.500 g in the vertex presentation delivered per Caesarean Section we found also a significantly raised umbilical cord PH as compared to vaginal deliveries (table IV) . There were no significant differences in the mean umbilical arterial PH between breech and vertex presentation infants, whether vaginally delivered or sectioned. Both fetuses with an umbilical cord arterial pH < 7.0 were from primiparous mothers who had been vaginally delivered following a protracted labour, i. e. induction of labour as a result of primary uterine dysfunction.
In two patients complications such as umbilical cord prolapse or premature detachment of the placenta (abruptio) proved to be responsible for a low umbilical arterial PH following Caesarean Section.
Discussion
According to the opinion of most investigators premature breech presentation infants should be delivered per Caesarean Section in order to decrease perinatal morbidity and mortality [3, 6, 12, 19] . Because the rate of prematurity is higher in the case of breech presentation than that of vertex presentations (22.6% to 8.7%), several authors supported a prevention of premature births in order to decrease breech presentation morbidity and mortality [17, 21] . In the mature infant in the breech presentation the recommendations vary from a generalised Section at term or at the onset of labour [14, 15, 22 ] to a programmed delivery also in the case of a primapara [7] .
The perinatal mortality of infants in the breech presentation is pointed out only by a few authors with regards to its dependence on the weight of the fetus and on the mode of delivery [7, 11, 17, 21] . The quoted value for perinatal mortality of mature vaginally delivered infants from breech presentation varies according to most recent studies between 0% [7, 11] to 0.7% (5 of 750 fetuses) [21] . All mature breech presentation infants in our collective who died, also showed severe malformations incompatible with life. The fetal umbilical arterial PH appears to have a special value in the determination of "fetal outcome". Again most investigators did not point out selectively the umbilical arterial PH of mature and immature infants in breech presentation with its dependence on the mode of delivery. GÖSCHEN [7] stated that he did not find any PH below 7.10 in 71 programmed deliveries of mature infants in breech presentation. We found a PH of below 7.0 in 2.5% (2 fetuses) post-vaginal delivery. Both cases were deliveries of primiparous patients with a protracted labour or primary uterine dysfunction given early assistance by Oxytocin infusion. We could not prove a statistically significant difference in the mean umbilical cord arterial PH between the vaginally delivered breech presentation and the vertex presentation groups. The single case analysis of the vaginally delivered infants from breech presentation with a low umbilical cord arterial PH shows that the indication leading to secondary section should be generously applied. In cases of prolonged labour a Section should be carried out.
It is because of these previously mentioned cases that we are reluctant to recommend programmed deliveries in primiparous patients. According to HÜTER [9] the maternal mortality per Caesarean Section is threefold, according to MOLDIN [20] it is twelve times greater than the maternal mortality per vaginal delivery. When making the decision as to the mode of delivery, one should take not only perinatal morbidity and mortality into consideration but also late morbidity. The presently existing results regarding this problem remain divergent [4, 5, 8, 13] . Minimal neurological dysfunctions such as hyperkinesia and motoric disturbances appear to be more frequent post vaginal delivery from breech presentation than post Section. When selecting the mode of delivery the raised maternal mortality of Caesarean Section has to be weighed in consideration against the increased risk of perinatal and fetal morbidity post vaginal delivery. Because of the results presented in our study, we do not support a generalised practice of Caesarean Section in infants with breech presentation. Abstract 304 breech presentation infants > 2.500 g were delivered at the University Womens Clinic, Kiel, between 1984 and 1987. Only 2 of the vaginally delivered infants died; both had severe malformations sonographically diagnosed prior to delivery. The umbilical cord arterial PH was found to be significantly (p < 0.001) higher in infants delivered per Caesarean Section as compared to those vaginally delivered. The same ratio was found in a control group of vaginally delivered infants compared to sectioned infants in the vertex presentation. In 13.3% of cases post primary section and in 14.4% of cases post vaginal delivery from breech presentation we found an apgar of ^ 1 one minute post-partum. The transfer rate to a paediatric unit of vaginally delivered infants (7.2%) appeared to be double that of the infants delivered per Caesarean Section (3.6%). However, the indication for transferral is principally independent of the mode of delivery. Taking the 3 -12fold increased maternal mortality rate post section as compared to vaginal delivery into consideration, a vaginal delivery of a breech presentation infant at term appears to be justifiable under certain presuppositions: exclusion of cranio-pelvic disproportion, and normal progression of labour. The indication for secondary Caesarean Section should be generously applied in cases of a suspicious C. T. G. and a slow progression of labour. Mots-cles: Accouchement par cesarienne, accouchement par voie basse, morbidite perinatale, pH du sang arteriel ombilical, presentation du siege.
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